This research reports a case of pulmonary metastasis from renal cell carcinoma with a disease free interval of 21-years. The patient at 44-years old underwent a left nephrectomy for clear cell cancer from renal cell carcinoma. The patient who visited an outpatient clinic in our hospital due to hypnagogic pollakiuria was diagnosed of benign prostate hyperplasia and the neurologic bladder, and received medication till 61-years-old. The patient was thereafter diagnosed of degeneration of cerebral basal ganglions in another hospital and was suspected to have prostate cancer, hence systemic examination and transrectal prostate biopsy was performed. Computed tomography (CT) revealed a well-defined, homogeneous nodular shadow, 6.6 mm in size, at the right lower lobe. From the CT, the nodule had become enlarged to a maximal diameter 7.9 mm at age 65-years-old. Surgical biopsy was performed from 8 cm surgical wounds using a thoracoscope. The tumor was palpable and then resected by staplers, and were well defined and yellowish in color.
Introduction
Although pulmonary metastases of renal cell carcinoma (RCC) constitute the majority of cancer recurrences following nephrectomy, an overall 5-year cancer specific survival (CSS) rate for RCC of all stages was 60.4% (1) . Surveillance, epidemiology, and result stage-specific 5-year CSS rates were 87.0% for localized stage, 62.9% for regional stage, and 9.3% for distant stage.
The most common sites of metastases were lung (45.2%), bone (29.5%), lymph nodes (21.8%), liver (20.3%), adrenal (8.9%) and brain (8.1%) (2) . The median time to relapse was shown to be within 1-2 years, with most recurrences occurring <3 years after surgery (3, 4) . Several case reports exist in the literature of recurrences occur 10 years or more after initial nephrectomy; however, recurrences occurring after a longer time interval generally. There is a fair number of literature reports of clinical studies of metastasectomy performed in these sites with several cases of these being in the lung.
However, late recurrences were almost written for ten years.
Over 20 year's pulmonary resection after renal surgery were evident in a few cases. Thus we report here a case of 20 year's pulmonary resection after renal surgery.
Case Report A 67-year-old man underwent left nephrectomy and was Histopathologically diagnosed with RCC. The patient underwent medical checkups every 6 months for 4 years, and was reported to be in good health. The patient visited an outpatient clinic in our hospital due to hypnagogic pollakiuria and was diagnosed of benign prostate hyperplasia with neurologic bladder, and received medication at age 61-years old. The patient was subsequently diagnosed of degeneration of cerebral basal ganglions in another hospital and was followed-up every two months by the urologist in our hospital, and his prostate specific antigen (PSA) was elevated to 5.175 ng/ ml at 63 years old. The patient was suspected to have prostate cancer, hence systemic examination and transrectal prostate biopsy was performed. No atypical cell in the biopsy specimens was observed.
Therefore the chest CT revealed a well-defined, homogeneous nodular shadow, 6.6 mm in size, at the right lower lobe ( Figure  1A) .
A half year later, the urologist followed-up on chest CT, which revealed that the tumor enlarged at 7.3 mm in size ( Figure   1B ). The urologist consulted a chest physician and bronchoscopy revealed no unusual finding, and bronchoscopic biopsy specimens showed no specific findings, and as a result the chest physician consulted a surgeon. The patient was moved into our examination room on a wheel chair as a reticent person suffering from the degeneration of cerebral basal ganglions. Additional examination was difficult, which was then followed by chest CT. Half a year after PSA was elevated to 5.939 ng/ml, the patient was admitted to our hospital for transrectal prostate biopsy, and no atypical cell was detected in the biopsy specimens. During the period of hospital admission, the patient was observed to live without any threat, disturbance or making any strange sound.
The nodule had become enlarged to a maximal diameter 7.9 mm from the CT ( Figure 1C ). The patient was tolerable for partial resection of the lung by the previous admission status, thus the family consented to a surgical procedure.
Surgical biopsy performed did not reveal the nodule thoracoscopically; hence additional 8 cm surgical wounds were made. The tumor was palpable and then resected by staplers, and were well defined and yellowish in color ( Figure 2A ). Intraoperative pathological examination revealed that almost the entire tumor cells were clear cell cancer and as a result, the resected tumor was diagnosed as a metastasis from probable RCC. The patient was discharged 9 days after partial resection without any unusual events and the confirmative pathological specimens were same result as confirmed by the hospital (Figure 2B, C) .
The summary and pathological records were kept; renal surgery was performed for the clear cell cancer of RCC and ten times cytokine therapies. The urologist notified the family of the choice of cytokine therapy, kinase inhibitor therapy or observation, and the family chose the observation without additional treatments. After pulmonary resection, follow-up care was provided at the urologist out-patient clinic for 6 months. The degeneration of cerebral basal ganglions was evaluated, and aspiration pneumonia was detected. The patient thus received tracheostomy and then moved to a sanatorium.
Discussion
Following surgery, total survival rates in patients whose RCC underwent surgery for localized and locally advanced disease were 96.1%, 88.2% and 78.3% for one, three and five years, respectively (3). Recurrent rate was calculated in patients who underwent surgery for localized or locally advanced disease. The total RRs at one, three, and five years were 4.5%, 13% and 22%, respectively.
T-stage was a significant predictor of recurrence with HR 13.5, HR = 11% of patients), brain (2-15% patients), and skin and subcutaneous tissue (2-13% of patients)(5). Therefore, there is a fair number of literature reports of clinical studies of metastasectomy performed in these sites with several cases of these being in the lung. Previous studies have demonstrated 5-year survival rates of 36.9% after pulmonary metastasectomy from RCC (6). Previously investigated significant prognostic factors that influence survival include complete resection, number of metastases, DFI, and lymph node status. Whether chest surveillance should be performed using X-ray or CT scan is also debatable; many researchers have recommended the use of chest X-ray (5). It is well known that chest X-rays underestimate pulmonary metastases and detect them at a more advanced stage than CT scan; even if chest CT scan is more expensive than X-ray. In our case, the patient underwent frequent medical checkups for four years, and the patient had been healthy except the hypnagogic pollakiuria and degeneration of cerebral basal ganglions without recurrences for 21 years.
The pulmonary metastasis of 7.9 mm in maximum diameter at the time of the last checkup by chest CT was, however, resectable because of being a solitary tumor and having no other metastasis including lymph node adenopathy. In RCC, late relapses after nephrectomy, as well as a few cases of spontaneous regressions, suggest that host immune reactions may be important in regulating tumor growth. The host immune reactions may vary in long-term views in this case, affected by repeated aspiration pneumonia causes. Therefore, it is necessary to carefully follow up cases of RCC, even two of the promising preliminary results obtained with cytokine treatments emphasize the need for early identification of recurrence and thus for rational follow-up protocols; but in this case, four years follow up were insufficient.
There is the group pulmonary metastasis needing lobectomy and lymphadenectomy but we believe that partial resection is sufficient for a small size metastasis (7). The late recurrences were almost written for ten years (8) .
Over twenty year's pulmonary resection after renal surgery were evident in a few cases (9) (10) (11) (12) and diagnosed cases were rare (13, 14) . The tumor was well defined and yellowish in color (A), the tumor cell were clear cell cancer and as a result the resected tumor was diagnosed as a metastasis from renal cell cancer (B, C).
